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MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEFPARTMENT OF PUBLIC MEALTH AND WELFARR
Reqmrnnon Dmru:t No J

318 iy oo e 1003 s . 3 :‘2}_-_9_

-62-016590

STATE FILE NUMBER

DOON '}glrs“s%': AMENDED e g
1. PLACE OF DEATH 2. USUAL RE$IDENCE (Where deceased lived. If institution: Residence before
VS 300 8 a. COUNTY a. STATE Mlssourl b. COUNTY admission)
Rev. 4/59 S b CITY (7 viside corporate fimit, ive TOWNSHIF oniy} Length of stay in 15 < any : Tnvide Limirs
R
it 1]
g own St, Louis 20yrs - TOWN St Louis Yes 19 No O
1 < c. FULL NAME OF (If NOT in hospital, give location} Inside Limifs d. STREET (If cutside, give location) Reside on Farm
—_—— E HOSPITAL OR R . ADDRESS
2 J i/ g} msniution Homer G, Phil lips YedX] No (] 4236 Vi, Page Yes O No 1§
3 ) A . 3. NAME OF DECEASED Firss Middle Last 4. DATE Month Day Year
{Type or print} OF
Harvey Bobo DEATH 4 10 62
4 2\ 5. s:xM &, COLOR OR RACE 7. Married []  MNever Married [ |8. DATE OF BIRTH [ 9- AGE {last birthday} :UNhDER 1 YEAR ::UNDER ﬁ.HR
W'd Di d {1 3 ours .
P L ale Ne gro idowedyf] ivorced [] 12~25-97 64 % %g |
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COQUNTRY
& vy during most of working life, even if retired)
2 Labor ndian Bay  Ark US A
7 / 9 13a. FATHER'S NAME F3b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
-
2 Randle Bobo Leana Mayo -
8 J"—' W 15. WAS DECEASED EVER IN U.5, ARMED FORCES? 14 €ACIAL SECLIDITY RS 17. INFORMANT Address
< (Yes, no, or unknown) | (If yes, give war or dates of service
4 e Charles Boho Marvell, Ark
—_— = 18. CAUSE OF DEATH (Enter cnly one cause per line f INTERVAL BETWEEN
10 < % PART. |. DEATH WAS CAUSED BY: C SETdA DEATH
a o g IMMEDIATE CAUSE (a} AZOtemla hae
11 8 a O
e} o N .
12 & (% a Conditions, if any, pue oy Urinary Tract Obstruction Undet,
- 0 wn 'J, which gave rise to
‘:E z above c:use d[a), /
—_— 1] 1 - *
13 = g el bueto@ _ Carcinoma of Prostate /7% Undet.
————g z PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQO DEATH but not related to the terminal PART 111, If deceasad was female was
.9_ disease condition given in PART I {a) there » pregnancy in last 90 days.
W e
77 E l:} l O Yes O Ne O Unknawn
g = 15. WAS AUTOPSY | 20a. ACCIDENT SUICIGE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of injury in PART | or PART Il of item 18
A8 1 b Rl =7: PERFORMED? el = MR u O
"= ol Nt I A ‘_‘,‘:‘N . -.YES o, -5 TV R VA
20¢. TIME OF Hou Month, Day, Year
& E . N B INJURY a.m,
x 8 7| {1 ]2 P
£ o d-. v | 204, INIURY QCCURRED 20s. PLACE OF INJURY (2.9,, in o abou home, | 20%. CITY, TOWN, OR LGCATION COUNTY STATE
—— E ' . 4. L JWHILE AT WORK [] farm, factory, street, office bldg., etc.)
Mooy o e b *[? | NOT WHILE AT WORK
S me e .~ kP ITE=ED 7 5 10=67
S % E é 21. | attended the deceased from o ) =10~ and last n'wmhiafn alive on 4~ -
) ; a Death occurred at 9' 50 de m on the date stated above, and to the best of my khowledge, from the couses stated.
m e}
g i 8 % A SIGHATURE (Gfgree or title 22b. ADDRESS 22c. DATE SIGNED
> | |2 0 , ./KCA M2 | 2601 N, Whittier St, 4-11-62
2 23a. BURIAL, GREMATION, | 23b. DATE %‘c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, or county} {State)
fe] [a] REMOVAL (Specify) -
z T Removal 4- 13-1962 St. John Cemetery Monroe Ar
= < 24, FUNERAL DIRECTOR ADDRESS 25 .DKﬁRECD. BY lOigl.BlT. 26. REGI R'S S NA'IU N
] > - :
£ %| JAS HL RANDLE & SON 3133 Bell Ave R 13




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

!

i
or by Student Embalmer No. l‘_‘

1
working under my personal supervision. .‘
Student s|gned M ;’ M/

Signature of Stydent Embalmer

Licensed Embalmer No.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

with the above constitutes grounds for revocation of license),
if embalmed by a STUDENT he also shall sign in his OWN handwrmng
if this body is not embalmed, fact should be so stated abdve. *

. . L .. -




